The diagnosis of solitary, circumscribed lung shadows is one of the most difficult problems in thoracic surgery. Many of these cases are asymptomatic and are detected by mass radiography. The long list of conditions that lead to these shadows, and the fact that they share, to a great extent, the same signs and symptoms, show how difficult it may be to reach a definite diagnosis. Husfeldt and Carlsen (1950) He brought with him a postero-anterior radiograph of the chest which showed a circumscribed, rounded shadow about 6 cm. in diameter in the middle zone of the right lung field. He said that this shadow in the radiograph had been diagnosed by his private doctor as a lung abscess, for which he had been given penicillin and streptomycin, but he felt no improvement.
He was admitted to hospital for further investigation.
In hospital further radiographs were made. Figs. I and 2 are postero-anterior and lateral radiographs of the chest. They show a shadow in the middle zone, and in the lateral view it lies in the subapical part of the lower lobe below the major oblique fissure. Screening showed that the shadow was intrapulmonary, moving with the lung during respiration.
The sputum was repeatedly negative for Koch's bacillus. It was also examined by direct smears and paraffin sections for malignant cells, but none could be detected.
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Outside this there was a zone of an acute inflammatory cellular exudate, rich in eosinophils, with a few necrotic bilharzia ova scattered among the inflammatory cells.
This zone formed the part of the mass nearest to the hilum. Sections from other parts of the lung showed a few bilharzial pseudo-tubercles and endarteritis obliterans affecting the blood vessels. The accompanying photomicrographs were taken from different parts of the tumour (Figs. 4, 5, 6, 7, 8, and 9 With regard to the first question, we believe that the pathological findings are in favour of the essential factor in the production of this mass being bilharzia. The greater number of bilharziomata in the site of the mass as compared to other parts of the lung suggests a heavier infestation by embolized ova in this region. The eosinophilic fibroblastic reaction among the various layers of the mass is in favour of a chronic bilharzial process. The acute inflammatory reaction in the central part of the mass can be explained by hypersensitivity to local liberation of toxins which may have been enhanced by anti-bilharzial treatment, and/or secondary infection with non-specific micro-organisms in an area relatively devitalized by heavy bilharzial infestation.
With regard to the possibility of diagnosis of similar cases, it seems that a certain diagnosis is very unliklely. According to Professor Erfan, Professor ofTropical Medicine, Kasr El Aini (Cairo), examination of the sputum is only valuable if it shows bilharzia ova. Although this may help to direct attention to the possibility, it cannot exclude the possibility that a carcinoma coexists with bilharzia. There are recorded cases where bilharzia ova were found among carcinomatous tissue in the lung.
Regarding treatment of these cases, we feel that it is unlikely that anti-bilharzial treatment would affect such a lesion, taking in consideration the lung and bronchial damage that had occurred as a result of the lesion. If it were possible to diagnose similar cases-and we think that frozen sections may help-then a more conservative resection, that is to say lobectomy, would be the ideal treatment. SUMMARY A rare case of solitary lung tumour which turned out to be the result of bilharzial infection is reported. The histopathology of the conditior, the possible diagnoses, and the treatment are discussed.
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